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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interviews, facility documentation, policy review, and the State Agency complaint tracking 
system, the facility failed to ensure that one resident (#1) was not neglected by failing to assess and meet 
their basic needs to prevent the development of a Stage 3 pressure ulcer and Deep Tissue Injury (DTI). The 
deficient practice could result in the residents' development of pressure ulcers and deep tissue injuries.
Findings include:Resident #1 was admitted to the facility on [DATE], with diagnoses that included 
hypertension, Diabetes Mellitus (DM) Type 2, Schizophrenia, Non-Alzheimer's Dementia, and 
Cerebrovascular Accident (CVA) with a left-sided weakness.On May 9, 2025, a Braden Scale for Predicting 
Pressure Sore Risk assessment was completed, and the resident's score was 10.0, high risk.A review of a 
document, Skin Evaluation-PRN/Weekly, dated May 10, 2025, revealed an initial admission skin evaluation 
by a wound nurse. The skin evaluation revealed the resident's bilateral feet were dry and flaky; toenails were 
elongated and thick, with the left great toenail having dark discoloration; right groin with multiple dry, dark 
brown colored thick nodules; left hand with slight purple discoloration; and a bruising sacrum, pink and 
blanchable.Another Braden Scale for Predicting Pressure Sore Risk assessment was completed on May 10, 
2025, and the resident's score was 13.0, moderate risk.A review of a document, Skin Check - Shower 
Sheets, dated May 10, 2025, revealed the Resident had a full assist shower, and there were no bruises, skin 
tear, red areas, open areas, rashes, or unusual marks noted.A review of the Nutrition-admission Evaluation 
assessment dated [DATE], revealed the resident had an order for regular mechanical soft diet, thin fluid 
consistency, no supplement ordered; resident's weight on May 10, 2025 using a wheelchair scale was 195.8 
pounds; have upper and lower dentition; feeds self; skin status was intact; had a Body Mass Index (BMI) of 
28.1, overweight; and the resident was at risk of malnutrition per the Minimum Nutrition Assessment (MNA) 
due to decreased mobility from CVA, Schizophrenia, diabetes, and dysphagia.A review of the resident's care 
plans dated May 13, 2025, revealed the following focus:-The resident has a pressure ulcer or potential for 
pressure ulcer development related to neurocognitive, CVA, bipolar, and diabetes mellitus. The interventions 
included administering medications and treatments as ordered; monitoring for effectiveness; daily body 
checks; notifying the nurse immediately of any new areas of skin breakdown noted during bath or daily care; 
and using pressure-relieving/reducing device, float heels as the resident allows and as tolerated; and-The 
resident has Diabetes Mellitus. The goal was to have no complications related to diabetes. And, the 
interventions included checking the body for breaks in skin and treating promptly as ordered by the doctor; 
checking skin when assisting with ADLs; inspecting feet daily for open areas, sores, pressure areas, blisters, 
edema or redness, and report any of the above to the nurse; monitor, document, report to the medical doctor 
as needed for signs and symptoms of infection to any open areas, redness, pain, heat, swelling or pus 
formation; and refer to podiatrist or foot care nurse to monitor, document foot care needs and to cut long 
nails.Review of the admission Minimum Data Set (MDS) assessment dated [DATE], revealed the resident 
had a Brief Interview for Mental Status (BIMS) score of 0.0; did not exhibit behavioral symptoms; did not 
exhibit rejection of care or wandering behavior; the resident was assessed as having impairment on both 
upper and lower extremities, had functional limitation in range of motion that interfered with daily function or 
placed the resident at risk of injury; the resident was mostly dependent for oral, personal, shower/bathe, 
lower and upper body dressing, and toileting hygiene; the resident was dependent on staff to assist with 
rolling left and right while in bed; the resident was dependent on staff for chair/bed-to-chair transfer; and the 
resident was always incontinent of urine and bowel. In addition, the MDS revealed that the resident did not 
have unhealed pressure ulcers/injuries, but was at risk of developing pressure ulcers/injuries, and the 
resident does not have a condition or chronic disease that may result in a life expectancy of less than six 
months.Additional review of the document Skin Check - Shower Sheets dated May 16, 2025, revealed that 
the Resident had a full assist shower and no bruises, skin tear, red areas, open areas, rashes, or unusual 
marks were noted.Another review of the care plan dated May 17, 2025, revealed the resident has bowel and 
bladder incontinence related to impaired mobility. The interventions included checking as required for 
incontinence; washing, rinsing, and drying the perineum; and changing clothes as needed after incontinence 
episodes.A review of a document, Skin Evaluation-PRN/Weekly, dated May 17, 2025 and May 23, 2025, 
revealed there was no new skin issue noted.Another review of the document Skin Check - Shower Sheets 
dated May 24, 2025, revealed that the Resident had a shower, and no bruises, skin tear, red areas, open 
areas, or rashes. The comment section of the form revealed skin good.On May 24, 2025, another Braden 
Scale for Predicting Pressure Sore Risk assessment was completed, and the resident's score was 13.0, 
moderate risk.A review of a document, Weekly Skin Evaluation, dated May 28, 2025, revealed that the 
resident had a bed bath and there were no bruises, skin tear, red areas, open areas, or rashes. The 
comment section of the form revealed no new skin issues.Another review of a document, Skin 
Evaluation-PRN/Weekly, dated May 30, 2025, revealed a documentation that the resident's skin was clean, 
dry and intact, and no new skin issue was observed.Additional review of the document Skin Check-Shower 
Sheet dated May 31, 2025, revealed the Resident had total assistance for shower, nails were trimmed, and 
there were no bruises, skin tear, red areas, open areas, rashes, or unusual marks noted.A review of the 
Medication Administration Record (MAR) and Treatment Medication Record (TAR) for May 2025 revealed 
the following transcribed orders:-May 9, 2025 an order for Eucerin Advanced Repair External Cream 
(Emollient) apply to the affected area topically every 8 hours for dry/ rough skin;-May 9, 2025 an order for 
Blood sugar less than 100, hold medication, and notify the provider as needed.-May 9, 2025, an order for 
Weekly Skin Evaluation: initial on TAR and fill out the Weekly Skin Evaluation form every night shift every 
seven days;-May 9, 2025, an order to apply house barrier cream topically to buttocks/peri area every 
shift;-May 9, 2025, an order to encourage the Resident to offload heels while in bed as tolerated every 
shift;-May 10, 2025, an order for Low Air Loss Mattress (LALM): check proper placement and function every 
shift; and-May 31, 2025, an order for a wheelchair cushion: check proper placement and function every shift.
A review of a document, Skin Assessment - Shower, for June 4 and June 7, 2025, revealed the Resident had 
a shower, no bruises, no skin tear, no red areas, no open areas, nor rashes, fingernails and toenails were 
clean, and the condition of the feet was good and clean.A review of the resident's weight revealed that on 
June 5, 2025, he weighed 180.0 pounds compared to his previous weight on May 31, 2025, of 196.0 pounds, 
a weight loss of 16.0 pounds.A review of the document Nutrition Interdisciplinary Team Update with an 
effective date of June 5, 2025, revealed the resident's most recent weight was 180.0 pounds on June 5, 
2025. The progress/status note revealed that the resident had a BMI of 28.8, overweight. The 
Interdisciplinary Team (IDT) comments revealed current weight shows an 8% weight loss in one week and in 
one month, and questionable weights with good intake recorded. The IDT recommendation was to add 
House Supplement 4 ounces by mouth at bedtime and weigh weekly, and monitor.Additional review of the 
Resident's shower document, Skin Check - Shower Sheet, dated June 11, 2025, revealed that the Resident 
had no bruises, skin tear, red areas, open areas, rashes, or unusual marks. The form revealed a written 
comment, no new skin issues. And, in the POC Task documentation on June 11, 2025, the resident received 
a full body bath on the day shift and a shower on the night shift.A review of the nursing progress note dated 
June 17, 2025 at 1:47 PM, revealed the resident was very sleepy and unable to keep his eyes open. The 
staff attempted to wake him up at the table and cued him to eat, but he fell back to sleep. The resident was 
usually alert and active. The provider was notified, and the staff received an order for lab work. The staff 
notified the pain management provider and received an order to hold the gabapentin and baclofen 
medications. The staff also notified the resident's family member.A review of the behavior progress note 
dated June 17, 2025 at 11:37 PM, revealed the resident was compliant with medication and care, and no 
behavior issues were noted.A review of the Medication Administration Record (MAR) revealed that the 
medications gabapentin and baclofen were held on June 17, 2025.Another review of the shower document 
Skin Check-Shower Sheet dated June 18, 2025, revealed the Resident had a shower and there were no 
bruises, skin tear, red areas, open areas, rashes, or unusual marks noted.A review of the MAR revealed that 
the medications gabapentin and baclofen were held on June 18 through June 19, 2025.A review of the 
document Skin Evaluation - PRN / Weekly dated June 20, 2025 at 10:07 PM revealed no new skin issue 
noted.A review of the nursing progress note dated June 21, 2025 at 1:31 AM, revealed the resident was 
compliant with meds and care, with no target behavior noted. An eMAR-Medication Administration progress 
note at 3:47 AM revealed that the resident had not had a bowel movement for three days, and Milk of 
Magnesia 30 ml (milliliter) by mouth was administered for bowel care.A review of the nursing progress note 
dated June 21, 2025 at 7:18 AM, by LPN/Staff #20 revealed that the resident was drowsy/sleepy, was able to 
wake up for care, meals, and vital signs, but went back to sleep. The resident had not voided since yesterday 
evening. He was given fluids. He was assessed, and there was no abdominal distention nor complaint of 
pain. The staff notified the provider and the assistant director of nursing (ADON). The provider ordered to 
hold the Gabapentin.However, a review of the document POC Task Documentation Survey Report for June 
2025 revealed the resident was incontinent of bladder every shift.Another review of the shower document, 
Skin Check-Shower Sheet, dated June 21, 2025, revealed that the Resident had a full shower; nails were not 
trimmed; there were no bruises or rashes; however, there were skin tear, red areas, and open areas noted. 
The body diagram on the form revealed four circles placed on the following areas: two out of the four circles 
were placed on the middle of the butt area, the third circle was placed on the left medial lower leg, and the 
fourth circle was placed on the right heel. The form revealed that a nurse was informed of the findings.A 
review of a physician progress note dated June 21, 2025 at 11:52 AM, revealed a late entry note; staff 
reported the resident had wounds all over his body. A wound provider will be notified. The progress note 
revealed a physical exam, general exam, of the resident being awake and alert, no acute distress, 
generalized weakness noted, moves extremities equally, and cooperative and calm.Another review of a 
nursing progress note dated June 21, 2025 at 4:12 PM, revealed that Staff #20 was notified by the aide to 
assess the resident's skin. Staff #20 assessed the resident's skin and found red spots on his left gluteal area, 
a skin tear in between the gluteus below the sacrum, a skin tear on the left side of the lower leg, and 
redness, blister-like on the right heel. Staff #20 notified the provider, ADON, wound nurse, and the resident's 
family.A review of the document Skin Ulcer Non-Pressure Weekly dated June 21, 2025, revealed a left 
medial lower leg full thickness wound with an onset date of June 21, 2025; described as diabetic; had pink 
tissue mixed with scant slough; and scant serosanguineous exudate. The wound measured 3.0 cm in length 
by 3.0 cm in width; the wound edges were defined, and the surrounding tissue had normal skin. The 
intervention initiated included silver alginate treatment. According to the facility document form, Skin Ulcer 
Non-Pressure Weekly, diabetic (neuropathic) wounds are caused by loss of sensation and feeling in the 
lower extremities.A review of a document Skin Evaluation-PRN/Weekly dated June 21, 2025, revealed a 
wound nurse skin evaluation documentation that identified a deep tissue injury (DTI) to the rear area of the 
left iliac crest, a DTI to the right heel, a pressure injury to the left buttock, a diabetic ulcer to the left medial 
lower extremity, and a Moisture Associated Skin Damage (MASD) to the buttocks.According to the facility's 
document, Skin Evaluation - PRN / Weekly, the following are definitions of ulcers and wounds:-Suspected 
Deep Tissue Injury (SDTI) is defined as a purple or maroon localized area of discolored intact skin or a 
blood-filled blister due to damage of underlying soft tissue from pressure and/or shear. The area may be 
preceded by tissue that is painful, firm, mushy, boggy, warm, or cooler as compared to adjacent tissue; 
and-Stage 3 is defined as a full thickness tissue loss. The subcutaneous fat may be visible, but bone, 
tendon, or muscle is not exposed. Slough may be present, but it does not obscure the depth of tissue loss. 
May include undermining and tunneling.According to the National Institutes of Health, Moisture Associated 
Skin Damage (MASD) occurs with exposure to various sources of moisture (bodily secretions or effluents) 
such as urine or fecal matter, perspiration, wound exudate, mucus, digestive secretions, respiratory 
secretions, or saliva.A review of a document, Skin Pressure Ulcer Weekly, dated June 21, 2025, revealed an 
initial evaluation of the pressure ulcer for the following sites:-Regarding left buttock Stage 3:The left buttock 
Stage 3 pressure ulcer was not present on admission; the onset date was June 21, 2025, and was described 
as terminal: red beefy tissue wound bed, edges were undefined, with scant serous exudate, had erythema to 
the surrounding tissue; and measuring in centimeters (cm), 5.0 cm in length by 4.0 cm in width. The 
interventions initiated include Triad paste for the floor nurse to apply, Low Air Loss Mattress (LALM), and 
WCC (Wheel Chair Cushion).-Regarding rear left iliac crest suspected deep tissue injury (SDTI): The rear left 
iliac crest SDTI was not present on admission; the onset date was June 21, 2025, and was described as 
terminal: dark pink slow blanchable, intact tissue; measuring 10.0 cm in length by 5.0 cm in width, depth 
unable to determine (UTD); wound bed was pink; wound edges undefined; and the surrounding tissue was 
described as erythema. The intervention initiated included skin prep for the floor nurse to apply, LALM, and 
WCC.-Regarding the right heel SDTI:The right heel SDTI was not present on admission; the onset date was 
June 21, 2025, and was described as terminal: pink/purple non-blanchable intact tissue with a small 
fluid-filled collection, measuring 6.0 cm in length by 6.0 cm in width, the depth was UTD (unable to 
determine), wound bed was pink, wound edges undefined, and surrounding tissue was described as 
erythema. The intervention initiated included a skin prep for the floor nurse to apply and LALM.A review of 
the Treatment Medication Record (TAR) for June 2025 revealed the following transcribed orders:-May 9, 
2025, an order for Weekly Skin Evaluation: Initial on TAR and fill out the Weekly Skin Evaluation form every 
night shift every 7 days;-May 9, 2025, an order to apply house barrier cream topically to buttocks/peri area 
every shift;-May 9, 2025, an order to encourage the Resident to offload heels while in bed as tolerated every 
shift;-May 10, 2025, an order for Low Air Loss Mattress: check proper placement and function every 
shift;-May 31, 2025, an order for a wheelchair cushion: check proper placement and function every shift; 
and-June 20, 2025, an order for Weekly Skin Evaluation: Initial on TAR and fill out the Weekly Skin 
Evaluation form every night shift, every Saturday.Despite having a care plan with an intervention that 
included daily body checks and notifying the nurse immediately of any new areas of skin breakdown noted 
during bath or daily care; and an order for the application of the house barrier cream topically to buttocks/peri 
area every shift from June 1 through June 20, 2025, the resident was assessed to have a Stage 3 pressure 
ulcer to his left buttock, and a moisture associated skin damage (MASD) to the buttocks on June 21, 2025.
Despite having a care plan with an intervention that included daily body checks and notifying the nurse 
immediately of any new areas of skin breakdown noted during bath or daily care, and the encouragement for 
the resident to offload heels while in bed as tolerated, the resident was assessed to have a right heel 
suspected deep tissue injury (SDTI) on June 21, 2025.Despite having a care plan with an intervention that 
included daily body checks and notifying the nurse immediately of any new areas of skin breakdown noted 
during bath or daily care, and an order for Weekly Skin Evaluation, the resident was observed to have skin 
damage and multiple wounds on June 21, 2025, to the following body sites:-Stage 3 pressure ulcer to the left 
buttocks;-MASD to the buttocks; -right heel SDTI;-left iliac crest (rear) SDTI; and-left medial lower leg full 
thickness wound.A review of the eMAR-Medication Administration progress note dated June 22, 2025 at 
12:58 PM, revealed a change of condition for pressure wounds in different areas of the resident's body. The 
areas affected included the resident's left lower back, buttocks, left medial lower leg, and right heel.Another 
review of the TAR from June 21, 2025, revealed the following additional transcribed orders:-June 21, 2025 
an order for Buttocks: cleanse with warm soapy water, pat dry, apply Triad Paste. Notify provider and wound 
team of any concerns every shift;-June 21, 2025 an order for left lower back: apply skin prep to dry, clean 
area. Notify provider and wound team of any concerns every shift;-June 21, 2025 an order for Right heel: 
apply skin prep to dry clean skin. Notify provider and wound team of any concerns every shift; and-June 23, 
2025 an order for Right foot: monitor foam boot, proper placement and function. Notify provider and wound 
team of any concerns every shift.Despite the resident having a right heel DTI initially noted on June 21, 
2025, the TAR revealed the order for the Right foot: monitor foam boot, proper placement, and function was 
administered with a start date of June 23, 2025, on the night shift.A review of the nursing progress note 
dated June 24, 2025 at 10:13 AM, revealed the Resident was very sleepy and unable to keep his eyes open. 
This was not the resident's baseline. The provider was notified. The staff received an order for STAT labs 
and urinalysis with culture and sensitivity to rule out infection. The resident's family was notified. The 
resident's family voiced their concerns regarding brushing the resident's teeth, cutting off the resident's 
mustache due to the food getting stuck in it, and concern about the resident's wounds.Additional review of 
the TAR for June 2025 revealed an order was transcribed on June 24, 2025, for the resident's left medial 
lower leg wound: cleans with wound cleanser, pat dry, apply silver alginate, cover with island dressing every 
day shift every Tuesday, Thursday, and Saturday. Despite the wound initially identified and documented on 
the Skin Ulcer Non-Pressure Weekly form on June 21, 2025, as a full thickness wound, the TAR revealed a 
blank box on June 24, 2025, which does not indicate whether the resident received his left medial lower leg 
wound care that day.A review of a document, Nutrition Interdisciplinary Team Update, with an effective date 
of June 24, 2025, revealed a nutrition update. The document revealed the resident's most recent weight of 
180.0 pounds, which was taken on June 5, 2025. The IDT comments revealed that there was no new weight; 
wounds were considered to be terminal per the wound nurses; the family does not want hospice for the 
resident; the resident had a diagnosis of dementia that affects nutrient absorption, therefore, the 
development of wounds and weight loss was unavoidable. The IDT recommendation included increasing the 
House Supplement 4 ounces to three times a day, adding multivitamins with minerals, and Prostat 30 
milliliter (mL) by mouth every day, and monitoring. Despite a recommendation from the last Nutrition IDT 
Update on June 5, 2025, to monitor the resident's weight weekly due to an eight percent weight loss in one 
week and in one month, there were no documented weekly weights after June 5, 2025.A review of the 
nursing progress note dated June 26, 2025 at 3:13 PM revealed the Resident was on change of condition 
monitoring for altered mental status. The resident was sleepy and wouldn't wake up for his breakfast or lunch.
A review of the nurse practitioner (NP) progress note dated June 26, 2025 at 3:45 PM, revealed the NP saw 
and examined the resident, resident speaks limited English. The staff reported the resident appeared 
lethargic and was tired on June 17, 2025. The medication, Gabapentin 300 mg, was placed on hold due to 
potential side effects.On June 26, 2025, Resident#1 was sent out to the hospital because of continued 
lethargy.A review of the document, IDT Review-Unavoidable Pressure Injury(s) & Skin Integrity Risk, dated 
June 26, 2025, revealed the resident's pressure ulcer were unavoidable because the resident has impaired 
mobility and had the following clinical conditions: bowel incontinence; continuous urinary incontinence; 
malnutrition or failure to thrive: poor skin turgor and weight loss of more than 10% during the last month; and 
diabetes mellitus. The form included other clinical conditions/issues/risk factors such as muscle weakness, 
hemiplegia and hemiparesis affecting the non-dominant side, the resident does not eat unless encouraged to 
eat, the resident refused to get out of bed and will lie in bed all day, and the resident lost 20.0 pounds in 
about a week. The form included interventions to address the risk factors and clinical conditions, such as the 
resident already on an offloading device, LALM, foam boots, and the resident was encouraged to eat and 
drink fluids.However, a review of the TAR for May 2025 and June 2025 revealed that there were transcribed 
orders to encourage the resident to offload heels while in bed as tolerated every shift on May 9, 2025, and a 
transcribed order for LALM ordered on May 10, 2025, but, the TAR did not have a transcribed order for foam 
boots until June 23, 2025 for the right foot: monitor foam boot, proper placement and function, notify provider 
and wound team of any concerns. Additionally, a review of the POC Task documentation for May 2025 
revealed that the resident's percent amount eaten was between 76% to 100% most of the time, and in June 
2025, the resident's percent amount eaten from June 1 through June 13, 2025 was mostly 76% to 100% and 
from June 14 through June 20, 205 was mostly 51% to 75%. And, a review of the resident's weight summary 
for May and June 2025, revealed the following documented weights:-May 10, 2025 weight was 195.8 
pounds;-May 17, 2025 weight was 196.0 pounds;-May 24, 2025 weight was 195.4 pounds;-May 31, 2025 
weight was 196.0 pounds; and-June 5, 2025 weight was 180.0 pounds. There were no other documented 
weights in June 2025.On June 27, 2025 at 3:57 AM, a nursing progress note revealed the resident returned 
to the facility from the hospital.Another review of a progress note, nurse practitioner/physician assistant note, 
dated June 27, 2025 at 9:23 AM revealed a late entry note; the resident was evaluated from the emergency 
room on June 26, 2025 per family request related to increased lethargy. The progress note revealed a plan 
for the resident's care: for his type 2 diabetes, to increase and continue Lantus; for failure to thrive, to hold 
Risperdal, baclofen, and gabapentin, start Remeron for appetite, encourage intake by mouth; and the 
resident was okayed for hospice evaluation by his public fiduciary.On July 2, 2025, a behavior progress note 
revealed the resident was alert, and his family visited him.A review of the psychiatric progress note dated 
July 3, 2025, revealed the resident was doing a lot better over the past several days with a significant 
improvement in his episodes of anorexia and hypersomnolence.A review of the Skin Pressure Ulcer Weekly 
assessment for July 2025 revealed the following follow-up assessment:-Right heel described as terminal: 
pink/purple non-blanchable intact tissue with a small fluid filled collection, SDTI, measuring 6.0 cm length by 
8.0 cm width, depth undetermined (UTD), no odor, no exudate, wound bed black/brown eschar, wound 
edges undefined, surrounding tissue with erythema;-Left buttock described as terminal: wound now 
extending to sacrococcygeal area, red beefy tissue mixed with pink tissue with scant exudate; erythema to 
the surrounding tissue; Stage 3, measuring 7.0 cm length by 5.0 cm width, scant serous exudate, no odor, 
pink wound bed, undefined edges; and the treatment included Triad paste for floor nurse to apply, LALM, 
and WCC; and- Left iliac crest (rear) described as a terminal wound: pink non-blanchable tissue, SDTI, 
measuring 8.0 cm length by 4.0 cm width, no odor, no exudate, pink wound bed, undefined edges, 
surrounding tissue normal for skin.A review of Skin Pressure Ulcer Non-Pressure Weekly assessment for 
July 2025 revealed the following follow-up assessment:-A full thickness wound on the left medial heel was 
identified on July 5, 2025. The wound was described as diabetic, pink/purple intact tissue with a small fluid 
filled collection, blanchable, erythema to the surrounding skin, measuring 3.0 cm length by 3.0 cm width, 
depth undetermined, no odor, no exudate, and undefined edges. The treatment initiated was skin prep, foam 
boots, and LALM; and- left medial lower leg wound, with an onset date of June 21, 2025, diabetic, pink tissue 
mixed with scant slough, scant serous exudate, measures 3.0 cm length by 3.0 cm width, full thickness, no 
odor, wound bed pink, defined edges, surrounding tissue scar.A review of a nursing progress note dated July 
10, 2025 at 12:53 AM revealed the resident had a sacral and left lower leg wound monitored by the wound 
team. The wound dressings from both wound sites were redressed after the resident's shower. During the 
skin assessment, the resident's both heels have closed pressure ulcers with underlying tissue discolorations. 
The ADON was notified.On July 12, 2025, the left iliac crest (rear) wound, described as a terminal wound, 
was closed/resolved.A review of a surgical note document revealed the resident had his first visit on July 14, 
2025, for a wound consultation to evaluate and treat his wounds located at the sacrococcyx, left medial heel, 
right medial heel, and left medial lower leg. The document included the resident's past medical history of 
CVA/stroke, hypertension, diabetes type 2, hyperlipidemia, dementia, muscle weakness, psychosis, bipolar 
disorder, anxiety, schizophrenia, and left hemiplegia after stroke. The resident had significant contractures of 
the bilateral legs and right hand, was bedbound, rapid decline in skin breakdown, and failure to thrive. The 
risk factors included poor nutritional intake, dementia, terminal illness, depression, diabetes, and limited 
mobility, including significant contractures of the bilateral lower extremities, failure to thrive, incontinence, 
multiple psychiatric disorders, and a 24-pound weight loss over two months. All these factors put the resident 
at the highest risk for further unavoidable skin breakdown and delayed wound healing. Regarding the 
resident's wounds:-Regarding the sacrococcyx wound, a terminal skin failure, with no signs of infection. The 
document revealed that the reason a debridement procedure was not performed was that the resident was 
unable to consent. The sacrococcyx wound was described with moderate serous exudate, 80% slough, 0% 
granulation, 20 % necrotic tissue, 0% hypergranulation tissue, 0% eschar, 0% epithelial tissue, 0% dermal. 
The wound progress was unable to be determined by the provider, as this was the resident's first 
visit;-Regarding the left medial heel wound, diabetic, no signs of infection, no procedure performed, dressing 
treatment used was betadine, has moderate serous exudate, no odor, draining fluid filled blister, fragile layer 
of epithelium still intact, 0% slough, 0% granulation, % necrotic tissue, 0% hypergranulation tissue, 0% 
eschar, 100% epithelial tissue, and 0% dermal. The wound progress was unable to be determined by the 
provider, as this was the resident's first visit;-Regarding the right medial heel, diabetic, no signs of infection, 
no procedure performed, dressing treatment used was betadine, has moderate serous exudate, no odor, 
draining fluid filled blister, with some discoloration underneath a fragile layer of the epithelium that was still 
intact. The wound progress was unable to be determined by the provider, as this was the resident's first visit; 
and-Regarding the left medial lower leg wound, diabetic, no infection, dressing treatment used was honey 
alginate, mild serosanguinous exudate, no odor, two open wounds with intervening epithelium. The wound 
progress was unable to be determined by the provider, as this was the resident's first visit.The July 14, 2025, 
surgical note included an assessment and plan of the wounds. The assessment and plan revealed the 
wounds were stable and required continued topical wound dressing therapy; to obtain consent from family in 
case the resident has some improvement overall and would benefit from further debridement; offload; turn 
per facility protocol; LALM; foam boots; and a follow-up interval of every week. On the July 21, 2025 visit, the 
surgical note document revealed that the sacrococcyx wound, the left and right medial heel wounds, and the 
left medial lower leg wound, and all the wounds had all decreased in size. A review of the psychiatric 
progress note dated July 28, 2025 at 8:28 AM revealed a late entry note; the resident had not had any 
evidence of increased depression, no psychotic symptoms or major behavioral disturbances, maintaining a 
fair oral intake, and no evidence of worsening anorexia, and had been cooperative with his cares.A review of 
the nursing progress note dated August 11, 2025 at 12:56 PM revealed the resident was very lethargic, not 
opening eyes or responding to voice or touch in the morning, and was unable to answer any questions for 
the MDS quarterly. The floor nurse and the ADON were aware of the resident's decline in health.A review of 
the Nutrition-Quarterly Evaluation assessment dated [DATE], revealed the resident had an order for regular 
mechanical soft diet, thin fluid consistency; resident's weight on August 11, 2025 using a wheelchair scale 
was 195.7 pounds, significant weight gain noted for August; have upper and lower dentition; total assist for 
dining; pressure and non-pressure wounds skin status; had a Body Mass Index (BMI) of 28.1, overweight; at 
risk of malnutrition per the Minimum Nutrition Assessment (MNA) due to decreased mobility and impaired 
cognition; has healing pressure and non-pressure wounds; meal intake of mechanical soft food and House 
supplement 4 ounces by mouth three times a day, meeting needs; and intake of Prostat 1 ounce at bedtime, 
exceeding needs.Review of Skin Wound progress note dated August 14, 2025 at 3:54 PM revealed the 
provider, ADON, and floor nurse were notified of a new foul odor from the resident's buttock wound. A wound 
culture and an infectious disease consult were ordered. A wound culture specimen was obtained and placed 
in the refrigerator. The staff was unable to reach the resident's guardian for a debridement consent.Review 
of eMAR-Medic
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